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REPAIRS 012 PROMOTION/PUBLISHING
BOOKS, MAGAZINES . 021 OFFICE | 061
DUES, SUBSCRIPTIONS 022 CHAPEL 063
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T U Nave any Questions PRUCARE DF SDUTHERN CALIFDRNIA
wotmeckimorwsh . PRUDENTIAL PLUS OF S0 CAL
JEASe CONLHCT m——dpe PD BQX &S-I’QB .

SAN DIEGO, CA 32138

(800} 433-3130 : Ju

| ELEUTER V RAMOS
2811 EAST VILLA REAL DRIV
ORANGE CA S2Lb7
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bds

A9L:3B00£86

 PATIENT NAME: -

JELEUTER ¥
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PRUCARE DF SOUTHERN CALIFORNIA

PRUDENTIAL PLUS OF 50 CAL

PO BOX 85783

SaN DIEGO, -CA 892138

[(BOQ) 433~

FLEUTER V RAMDS
EAST VILLA REAL DRIV
ORANGE CA 92667

280

2150

EXPLANATLUN OF BENEFITS
PRUDENTIAL INSURANCE COMPANY OF AMERICA

IF YOU HAVE ANY QUESTIONS DATE: JUNE 13, 1289

ABOUT THIS CLAIM OR WISH CONTROL# /BRANCH:

A REVIEW OF THMIS DECISION. ID#: m

PLEASE CONTACT TH1S OFFICE.  EMPLDYEE: SAME AS PATIENT
PATIENT: ELEUTER V RAMDS
MMPO# : &G
CLAIM#: BS 183000288 DB
PROVIDER NAME:  FULLERTON INTERNAL MED

THIS 18 NOT A BILL.

NATURE OF © DATES OF SERVICE CHARGES EXCLURED DEDUCTIBLE BENEFIT
SERVICE
FROM AMOUNT CODE | AMT AFTER | APPLIED | AMT AFTER AMDUNT
DIAGNOSTIC o2/08/88 210.00 210.0038 . ’ 0.00 0.00 .00
PHMYSICIAN B3VC |02/08/88 37.0010~ 37.00 .00 37.00; 8O 25 .60
PHYSICIAN SV |03/14/88 121.00:7‘ 121.00 0.00 . i21.00; 80 BE.8BO
PHYSICIAN SVC |[03/15/88 a7 .00 47.00 o.00 47 .00 BO 37.80
PHYSICIAN SVC |03/16/B8 47 . 00p” a7.00 0.0Q 47.00] 8D 37.80
PHYSICIAN SVC |03/17/88 653.00p 83.00 0.00 €3.00] 80O 50.40
PHYSICIAN SVC04/14/88 40,00 40, 00 C. o0 40.00] BO 32.00
DIAGNDSTIC 04/11/88 48 .50 48,50 ©.00 4%.80| BO| 39.60
DIAGNRSTIC Da/v1/8B8 22.0Q:: 22.00 .00 22.001 B8O 17 .80
DIAGNDSTIC D4/11/B8 12,500 12.580 0.00 12.50| B8O i0. 00
DIAGNDSTIC 04/11/8B8 23.00W 23.00 O . Q0! 23.004 B8O 18.40
PHYSICIAN SVC(07/11/8B 40 .00 40. 00 Q. 00 40,001 8D 32.00
DTAGNDSTIC o7/11/88 12.30¢ 12,50 0.00 12.80[ BO 10.00
BIAGRCSTIC o7/11/88 23.00p 23.00 0.00 23.00, BO 18 .40
DIAGNDOSTIC 07/11/88 S.OO:f 3.00 Q. DO 3.00, B8O 2.40
DIAGNDSTIC 10/10/88 207.50(7 103,50 689 . 104 .00 .00 104.00] 80 B3 .20
DIABNDOSTIC i0/10/88 13,50 13,50 <. Q0 13.50; 8O 10.80
DT NSTIC 10/10/88 23.00W 23.00 GO0 23.00] 80O 18.40
Do JOSTIC 10/10/88 S.GO'/ 3.00 0.00 2.001 8O 2.40
PHYSICIAN SV 140/10/88 AD.DQ;/ 40,00 C.00 40.001 B8O 32.00

PAGE

1037 .50 3133 578.2
- PORTION OF CHARGE WHICH PRUDENTIAL HAS DETERMINED TO BE
ABOVE THE RANGE OF USUAL AND PREVAILING FEES FOR THIS
PROCEDURE IN YDUR PROVIDER'S AREA.
-~ CHARGE PREVIOUSLY CONSIDERED UNDER BATCH #88111000702. TOTAL 578. 2
38 CHARGES PREVIDUSLY CONSIDERED.
65 IN EXCESS OF MAXIMUM ELIGIBLE CHARGE IN ACCRRDANCE WITH
THE TERMS DF THE PLAN.
. CHECK Oon4agaii

KEEP THIS RECORD FOR TAX PURPDESEE.
NO OTHER RECORD wWILL BE PROVIDED.

FORM #36B58 B 50600143




FRULARE Up SUUIHEKN CALLFUKNLA CAPFLANATLWUN UF DOCNErFr1iD

PRUDENTIAL PLUS DF S0 CaL PRUDENTIAL INSURANCE COMPANY OF AMERICA
g8x B5?1483

22?\2 DIEGO, CA 52138

IF YOU HAVE ANY OQUESTIONS DATE: JUNE 08, 1989
-{800) 433-3150 ABOUT THIS CLAIM OR WISH CONTROL#/BRANCH: 7B
A REVIEW DF THIS DECISION, ID#: %
PLEASE CONTALT THIS OFFICE. EMPLOYEE: AS PATIE
. PATIENT: ELEUTER V RAMOS
MMPO# : &dJa
CLAIME: © BS913830000%6 DB
PROVIDER NAME: FULLERTON INTERNAL M:D
ELEUTER V RAMDS THIS IS NOT A BILL.
2811 EAST VILLA REAL DRIV :
ORANGE CA 92667 | PAYMENT ISSUED TO

PROVIDER (S) OF SERVICE.

NATURE OF DATES OF SERVICE CHARGES | SUPPLE- EXCLUDED DEDUCTIBLE BENEFIT
SERVICE MENT AL
FROM TO BENEFITS AMOUNT CODE | AMT AFTER | APPLIED | AMT AFTER| % AMOUNT
DIAGNGSTIC 01/08/88 12,30 _ 12.50 12. 50 0. 00| 0.00
DIAGNDSTIC 01/08/89 - 23,00  23.00 23,00 .00 S0,00
DIAGNGSTIC O1/08/89 3.00 S 3.00 3. 00 £.00 0.00
PHYSICIAN SVC {04/08/88 40,00 40.00 A0, 00 .00 0.G0
DIAGNDSTIC C1/09/88 56.00 | 56.00] - 58.00 .00 0.00
TOTALS 154 50) 0. 00
-~ THESE CHARGES HMAVE BEEN APPLIED TO YOUR YEARLY
DEDUCTIBLE.
: TOTAL 0.00
PAGE 1
KEEP THIS RECURD FOR TAX PURPOSES.
NO OTHER RECORD WILL BE PROVIDED.

FORM FBGEST

- 50600144




EXPLANATION OF BENEFITS
PRUDENTIAL INSURANCE COMPANY OF AMERICA

PRUCARE OF SO CALIFDRNIA

IF YOU HAVE ANY OUESTIONS DATE: APRIL 21, 1988
ABOUT THIS CLAIM DR WISH PRUCARE OF SO CALIFORNIA CONTROL#/BRANCH: 78207
A REVIEW OF THIS DECISION,  P. O. BOX 9315 ID4:
PLEASE CONTACT =--n-m-=-- ~> VAN NUYS, CALTFORNIA 91408 EMPLOYEE: AME AS PATIENT
(80Q) 433-2150 PATIENT: ELEUTER Vv RAMOS
MMPO# 8u6
CLAIMS: 88111000702 0B
PROVIDER NAME:  FULLERTON INTERNAL MED
ELEUTER V RAMOS THIS 15 NOT A BILL.
2811 EAST VILLA REAL DRIV
SANGE CA 92667 PA PSSUED TO
“PROVIDER{S) OF SERVILE.
NATURE OF DATES OF SERVICE | CHARGES | SUPPLE- EXCLUDED DEDUCTIBLE BENEFIT
SERVICE MENTAL
FROM 0 BENEFITS CODE | AMT AFTER AMT BFTER| % | AMOUNT
DIAGNDSTIC  J01711/86 5350017 33.00| B0 %€ .40
PHYSICIAN SVC jO1/11/88 [02/08/88 74.000/ 74.00| BO 55.20
DIAGNOSTIC  Jo1/11/88| - 56,00~ - 56.00] .80 4480
DIAGNDSTIC  [02/0B/88 210.00/" 210.00, 80|  168.00
e TOTALS 573.00 : 298 .40
YOUR YEARLY DEDUCTIELE HAS BEEN SATIESFIED ON THIS CLAIW.
LAY BELATTELE
57308 — Q0405 =375 60 TOTAL 28840
X .
AT
FIRSE/
PLGE

KEEP THIS RECORD FOR TAX PURPDSES.
ND OTHER RECORD W1

L EE PRDVIDED.

FORM #86138

200600145




CLAIM FORM

PATIENT & INSURED {SUBSCRIBER) INFORMATION

| PATIENT'S NAME & ADDRESS

2 PATENT'S DATE OF BIRTH 3. INSURED'S [SUBSCRIBER | NAME [Firs name . middle i, feis rame]
L]
S PATENTS SEX

. &. INSURED'S (SUBSCRIBER!I.D. No. ot Medlcore No. (induds ony infers)
MALE [ l FEAGLE

7 ““f;!t;s mn;g_g:;;v 0 vr:zx::?‘;ﬁ it 8. ENSURTD'S (SUBSCRIBER] GROUP NG (Or Group Nome)

9 OTRER HEALTH INSURANCE COVERAGE - frver Name ol 10 WAS CONDITION RELATED TO

11, INSUIRED'S {SUBSCRIBER | ADDRESS fhrewr iy, atoer JH code)
Polayhoider ong Flps Name and Addres: and Pohoy of A PATHENT'S EMPLOYMENT
Medicst Asnistonte Number

B AN AUTQO ACTIDENT

1Z. PATIENT'S OR AUTHORIZED PERSON'S StGNATURE (feou bott belore sigteigs 13 LAUTHORIZE PEYMENT OF MEDICA| BENIS 1O URBERSIA D
“ 1 Authoripe the Reiegse of ony Medica! nfarmaian Nec ey 10 Procen tha Cﬁu-:zm: Reguest Payment af By QAN R SUSPUER FOR TFRviCE DESCRIBED BEIOW
MEDICARE ‘CHAMPUS Benehs Sithee 16 Mysell ac 1o the Pory Who Accgols Angpree st Belom
SIGNED GATF SIGNED Hnsyced Br Agt-grored Peidan)
18 HAS PATIENT EVER HA f
e, DATEOF - IO OR 15, DATE FIRST COMSULTED PHYSICIAN & HAS PATENT EVER HAD SAME OR SIMILAR
AL OR

T, IF AN EMEEGENCY.

? ! HECK HERE.
; AP FOR THIS TONDITION: SYMPTOMS?  vi§ m i CHECK HERE [j
1y, DATE PATIENT ABLE 7O

T DATES OF PARTIAL DISABILITY
ey ot 18, DATES OF TD1AL DISABIITY , . 1

EROM

THROUGH FROM

THROUGH
19 NAME GF REFERRING PHYSIGAN

FOR SERVICES RELATED TO HOSPITALIZ ATHON
GIVE ROSPITAUZATION DATIS

ADNITTED

20

I DS HARGED
.

NAME & ADDRESS OF FACHITY WHERE SERVICES RENDERED 1l gties man homee o office!
FRCISFZ I T ITal 5T, Uk

PH JAN 5R SUPPLIER INFORMATION

17 WAL LABORATORY WORK PIRFORMED QUTSIDE YOUR DFFICE?

HGE

MO earGEs

22 DIAGNOSIS Of NaYURE OF JILNESS OR WNIURY  RELATE DHAGNOWSIS 1) PROUIDURE IN REFEPENCE TO NUMBERS 1 3 3 EIC QR Dx CODE
Fassly
[pach ———— ]
ALTHORIZATION NO
gt | C FLLLY DESCRIBE PROCEDURES MEDICAT SERVICES OR SUPPLES ¢
PacE FURNISHED FOR EACH DATE GIVEN o f
oF PROCEDURE CODE . (FRPLAY UNLISUAL SERVITES CF CIRCLMSTAmCEST DLAGNOSIS CHARGES PHYSICIAN'S faMmE
servicE | [IDENTIFY: i

HOSP ADNIT

Her GE -+

26, ACCEPT ASSIGNMENT 27 IQTAL CHARGES
[SOVERRMENT CLAIMS DL 7 (SEE BACK:

28 AMOUNT PRID | 20 BALANIE DUE
1 1
Y —— | |
3t eMYSICIAN'S OF SUPPLIER'S NAME, ADDRESS, IW COLE &
TELESHT

32 YOUR PETIENT'S ACCOUNT RO

3 vi: p :ipa ivii wn ii

Lt 50600146
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CLAIM FORM

PATIENT & INSURED {SUBSCRIBER} INFORMATION

3 PATIENT'S DATE OF BIRTH

1. PATIENT'S NAME & ADDEES§

K

5 PATHENTS SEX

A, INSURED'S [SUBSCRIBER) NAME (Fin sume, migdile sminal, lont nomef

MALE FEMALE

. PATIENT'S RELATIONSHIF 10 INSURED

& INSURED'S [SUBSCRIBER) 1.2 No or Medicara Na. finiuds ony lenery;

it SROIUS CHID TTHER

]

8. INSURED'S (SUBSCRIBER} GROUF NO. 1O Graup Nares)

. QTHER HEALTH INSURANCE COVERAGE - Enter
Policyholder ond Plan Nome ond Address ond Polgy o
Medicol Assivionge Number

10 wAS CONDITION RELATED 1D
A PATIENTE EMPLDYMENT

hame of

E an AUTO ACTIDENT

11 INSURED'S {SUBSCRIBER ) ADDRESS (Seze con, voe 3P code)

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE (Feodf bock before wgnangs

I Authprire e Reivore of ony Mericof Informanon Nedeacey 1o Froress thes Claen gnd Boguest Payment of
MEDICARE "THAMPLS Berelis Bither 70 Mytell o0 10 the Parsy Wha Arcepis Aagpnmen Below

SIGNED
i4. DATE OF

Batr

13 AUTHORIE P& vMENT OF MIDICAT BENEHITL TO LDERLTALED
BHYSICraty OF SUSCLIER FOR SERVICE DSBS BROW

SHINED Hinvtes or Authonred Pestan)

FSS IFIRS PTOM] DR
ACCIDENT} DR

+5. DATE FiRST CONSULTED PHYSICIAN
FOR THLS CONDITION

17 D&TE PATENT LBLE 10

1o, HAS PATIENT $VER HAD SAME OR SIMIAR

Hoa. F ANEMERGENCY,

CHECK HERE. [j

13 ity
AEToRN 10 WORK 18. DATES OF TOTAL DISABIL

FROA THROUGH

DATES OF PARTIAL DISABILITY

FROM THROUGH

19 NAME OF REFERRING PHYSICIAN

2

20 FOR SERVICES RELATED TO HOSPITALIZATION
GIVE #OSPITALZATION DATES

ADNITIED ‘ DISCHARGED

NAME £ ADDRESS OF FACIITY WHERE SERVICES RENDERED (1 amer tho home or otfices
TP aTIERT HOBPITA =

27 WAL LABORATORY WORK PERFORMED QUTSIDE YOUR OFFICE?

s [ NO CHARGES

PR JAN OR SUPPLIER INFORMATION

Z3. DIAGNOSIS OR NATURE OF HINESS OR mIURY

RELATE DHAGNOSIS 10 PROCEDURE

i COLUMN D @Y REFERENCE TO NUMBERS 10 2, 3

£ OR Dx CODE

FAMILY

PR — = — -

ALTRORZATION WD
24 B* C EUNLY DESCRIBE PROCEDURES METHCAL SERVICES OR SUPPLIES F
N s EURMISHED FOR EACR DATE GIVEN . o £
DATE OF SERVICE o PROCEDURE CODE ; FEXPLAIN UNUSLIAL SERVICES 008 (RCLMSTRNEFS! DIAGNOSIS CHARGES
SERVICE

HOENTIFY

PHYSICHAR'S PrdARE

ik

oy

26, ACCEPT ASSIGNMENT
{GOVERNMENT TUAIMS ONLY ) SEE BACK

27, TOTAL CHARGES 8. AMDUNT P01 29

: .
t i
! i

BALANCE DU

35 PHYSICIAN'S OR SUPPLIER'S NAME, ADDRESD, 7P COUE B
TELEPHHN N
[ IR

37 YOUPR PATIENT'S ACCODNT 10 33 OYOUR BRMPLOYER I D ND

5060014%




CLAIM FORM

Fr

PATIENT & INSURED ({SUBSCRIBER) INFORMATION

1. PATIENT'S NAME § ADDRESS

2 PATIENT'S DATE OF SIRTH

17

o

3 INSURED'S (SUBSTRIBER ) NAME (First name, mugdie mifal, last neme ]

5. PATIENT S SEX

Fifa

MALE FEMALE

7 PATIENT'S RHLATTONSHIP 1O NSORED

&, INSURED'S [SUSSCRIBER) 1L.D. No. or Medlcure No. (e any innen)

! ]
1S SPONIE CHitl vk 8. INSLJ.RED S (SUBSCRIBER) GROUP NGO 10r Graugp Nome}
SelrS I
9 OTHER HEALTH INSURANCE COVERAGE trnier Name of 10 WAL CONDITION RELATEDR TR 11, iNSURED'S {SUBSCRIBER ) ADDRESS fiwest cry. sinie 209 code)
folicyhoiger ond Plon Neome ond Addiess ond Foley o A PATIENT'S EMPLOYMENT
Medwoi Assiance Number . YES NO

B Arn aUiQ ACCIDENT

Y :D e
12 PATIENTS OF AUTHORIZID PERSON'S SIGNATURE rhead bock before ugrngs

I huthonze e Seivow of oy Medral nformaonon Nesessory ta Pracess s Clorm gnd Beguen Fopment af
MEDICARE “CHAMPLY Snnelm Friter 1 Mysed! or i the Posty Who &tceeny dspgmemen Boiow

SIGNED
T4 DATE OF

BaE

§a  LRUTHORIZL BAradfNT OF MEDIC AL BENEHITS 10 LIMOERSLATFD
PHYSICIAN OF YUPFLIER FOR SFEVICE DISCRIBED BHLOW

SIGNED Hmurred or Aydteoreed Persont

15 DATE FIRST CONSLETED PHYSICIAN
FOR THIS CONDITION-

37 DATE PATIENT ABIE TC

To, HAS PATENT EVER HAD SAME OR SIMILAR

taa. iF AN EMERGENCY.

CHECK HERE. l:l

LETURR 163 wORK | 18, DATES OF TOTAL DibABIITY

FROM

THROUGH
19, NAME OF REFERRING PHYSICIAN

DATES OF PARTIAL DISABAOTY

FROM THROUGH

20 FOR SERVICES RELATED TD HOSPITALIZATION
GIVE HOSPILALIZATION DATES

ADMITIED l BISCHARGED

21, NAME & ADDRESS OF FACHITY WHERE SERVIZES RENDERED ff o1ves than home o abla s
- e o -

1

IR

[y [

~FULLERTL

TR

22 WAL LABDRATORY WORR PERFORMED DUTHDE YOUR OFFICE?

AN OR SUPPLIER INFORMATION

23, DIAGNQSIS OF NATURE OF ILLNES3 Of INJURY  RELATE DIAGNOHS 10 PROCEDURE Iv COtUMN O BY REFIRENCE TO NUMBERS t 7 3 FIC OR D CODE
FAMILY
FRRTDE ™ -
ALTHORITAION NC

g4 s |c FULLY DESCRIBE PROCIDURES, MEDICAL SERVICES OR SUPPLIES :

A Py FURNISHED FOR EACH DATE GIVEN o 3
DATE OF SERVICE oF PROCEDURE CODE SEAPLAIN UnUSLAAE SERVICES O CIBCLMST NG S DIRGNQNS CHARGES
SERVICE HDENTIFY 3

PHYSICIAN'S FAME

26 ACCEFT KLSIGNMENT
[GOVERMRENT CLAIME ONEY T (5EL BACK:

YES NO

27, TOTAL CHARGES 28 AMOUNT PAID

! .
1 i
! i

3% BALANTE DU

I PHYMCIAN'S OR SUPPLIER'S NAME ADDRESE, 23 (O &
TEEPROND DD

12 YOUFR BATIENTS aCoDUNT NGO

33 ‘(iuv ERAPLDYER 1D NO




. . PR TR R B TR SV LW S W N R £ W =

CLAIM FORM

PATIENT & INSURED (SUBSCRIBER) INFORMATION

1. PATENTS NAME § ADDRESS 2 PATEENT'S DATE OF 8iRTH 3. INSURED'S (SUBSCRIBER ) NAME {Fury nome. middie minal, law name}
i oy 1
- 5. PATENT'S SEX - - & INSURED'S {SUBSCRIBER] 1.D. No. or Merdicare Ne. findude eny lsneng
&
! MALE . FEMALE
PAMENTS RELA NOINSHIP 10 INSURED Emye B B
7. s OUSE a0 P §. INSURED'S (SUBSCRIBER) GROUF NT. 10r Group Noma)
X [ 1 |
]
Q. OTHER HEALTH INSURANCE COVERAGE - Enter Nome of 13 WAS CONDITION RELATED TQ 11, INSURED™S (SUBSCRIBER) ADDRESS (Sweer. oy, waie. 21F cove)
Folicyholdm ond Plon Name ond Address and Pohey of 4 PATIENTS FMALDYMENT

Medical Asmstance Mumoes Y“l:::l O

B AN AUTS ACCIDENT

12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE et bocl before nanng) 1 TAUTHORZY P& YMENT OF MIDICA] BENFHITS PO LUNDFRSTALED
I Authtsnee e Reletrt 0f sy Megico! Indormamon Nectisary 1o Process thn Clown ond Reduey Peymen: at PrYSH AN GF SUSFLIER FOF SEEVICT DESTRIBID BELOW
MEDICARE 'THEMPUS Benelis faner 1o Mysell af 76 the Porry Who Acceots Saamgresers Below

SIGNED Detr SIGNED tinyored gt Ayt anized Perwn)
& DATE OF - R PTCS 150 15 DATE FIRST CONSULTED PHYSICIAN 16, HAS FATIENT EVER HAD SAME OF SHAILAR 18R, iF AN EMERGENCY,
EEACY [P FOF THIS CONDIION: SYMPIOMS? YES E:]’:] NO CHECK HERE, [:l
17, et 16 womk 18 DATES OF TOTAL DISABHITY GATES OF PARTIAL DISABHITY
EROM HEQUGH FROM THROUGH

9. NAME OF REFERRING PHYSICIAN 20 FOR SERVICES RELATED TO HOSPHITALIZATION
GIVE HMOSPITALIZATION DATES

ADRITTED 1 DISCHARGED

ERVICES RENDERED it ovher thon howe o affces a2

= 27, JHIDE

FH  _TAN OR SUPPLER INFORMATION

23 DIAGNOSIS GR MATURE (F ILNESS OR IhIURY.  RELATE DIAGNOSIS 10 PROCEDURE IN COLUMN D BY REFERENCE
L}

2. nasE B ADD
TaAnE ST

WAS LABORATORY WORK PLRFORMED OUTSIDE YOUR DFHCE?

TG NUMBERS 10 F 3 ETC DR Dx CODE

FAAILY
eI T =

H

AUTHOR T ATION i)
24 e 1t FULLY DESCHIBE PROCEDURES, AECHCAL SERVICES OR SUPPLES B
A o EURNISHED FOR £ACH DATE GIVEN b £
DATE OF SERVICE oF PROCEQURE CODE {FXPLAIN UNUSUAL SERVICES 1 CIRCUMSTANCEST DIAGNOSIS CHARGES

serviCE | HDENTHY y PHYSICIANS TAME

[

A

!
A
.
26 ATCERT ASBIGNMENT 27. TOTAL CHARGES 2B AMOUNT PAID [ 7¢ BaisNCE DU
[GOVERRAAENT CLAME DNLY] {SEE BACH

H 1

i 1

3%, PHYSICIAN'S OR SUBPLER'S NamE, ADDRESL, 2P COLL &
TELEBRTRVE R

i

I7 YOUR PATENTS AlCOUNT NG

—-—

33 YOUR EMPLOYER | D

20600149




BLEASE DO NOT
STAPLE IN
THIS AREA

-

HEALTH INSURANCE CLAIM FORM O ARRROVED
(CHECK APPLICABLE PROGHRAM BLOCK BELQW)  OHENO 093800080

MECHGARE HMEDICAIL CHAMPLS CHAMEYA FECA BULAGK LUNG OTHER
(WMEDICARE NO.j (METHCAID NG} {SPONSOR'S BSN} {va FILE NOJ 1S5} [CERTIFICATE SSHY

PATIENT AND INSURED (SUBSCRIBER) INFORMATION

T INT'S NAME {LAST NAME, FIRST NAME, MIGOLE INPTIALY 2. FATIENT'S DATE OF BIRTH 3. INSLREQS NAME {LAST MAME, FIRST HAME, MIDOLE INTTIAL]
RAMOS _ FATHER 03 123 |ao
5. PATIENTS ADDRESS ISTREET, CITY, STATE, 2P CODE} 5. PATIENT'S SEX 3 ::{Ef‘;gggg‘s L KO, {FOR PROGARAM CHECKED ABOYE, INCLUDE ALL
}
4462 CAMINO DE LA PLAZA we [y] [ rewms
7. PATIENTS RELATIONSHIP TG INSURED B, INSUREDR'S GAOUP NC. ({OR GROUP NAME DR FECA CLAM HOY
SAN YSIDRO, CA 92073
BELE SPOUSE CHuD OTHER
: D NSUAED 15 EWALGYED AND COVERED BY EMPLOYER
TELEPHOME NO HEALTH PLAN
B OTHER HEALTH INBURANCE COVERAGE [ENTES NaME OF POLICYHOLDER 10, WaAS CONDITION RELATED T 11, INSURED'S AQDAESS (STAEET, CITY, STATE, 21 CODE;
AND PLAN NaME AND ARDRESS AND POLICY OR MEDICAL ASSISTANCE N
HUMBER
A PATIENTS EMPLOYMENT
Nallwl
TELEPHONE NC.
B ACCIDENT 1Ma. CHAMPLS SPONSDA'SE:
1
AUTD D D OTHER : [: AﬁTTLVE m DECEASED|  BRANGH OF SEAVICE
sTaTUS o
N | RETIRED
o EATIENT'S OR AUTHORIZED PERSON'S SIGHATURE {READ BACKE BEFORE SIGNING) 13, § AUTHORIZE PAYMENT OF MEMCAL BENEFITS TO UNDERSIGNED
t ALTHORIZE THE RELEASE OF ANY MEDICAL tNFORMATION NECESSARY TO PROCESS THIS CLAM. ¢ ALSC REDUEST PAYMENT PHYSICIAN DR SUPPLIER FOR SERYICE DESCRIBED BELOW.

QOF GOVEANMENT BENEFTTS EITHER TO MYSELF OR TO THE PARTY WHO ACCEPTS ASSIGNMENT BELOW.

SGNER DATE SIGHED (INSURED OF AUTHORIZED PERSON)
PHYSICIAN OR SUPPLIER INFORMATION
4. GARTE OF . 4 WINESS (FIRST SYMPTOM] OR INJURY 15, PATE FIAST CONSULTED YOU FOR THIS 16, IF BATIENT HAS HAD SaME OR 15.a. IF EMERGENCY
(ACCIDENT) OR PREGNANCY (LMFP} COMDITION SIMILAR 1L LNESS OR INJURY, GIVE DATES CHECK KERE
17. DaTE PATIENT ABLE TQ 18, DATES ;JF TOTAL DISABILITY GATES OF FARTIAL DISABLITY
RETIAN TO WORK
FROM THROUGH EROM I THROUGH
19, NAME OF AEFEARING PHYSICIAN CGA CTHES SOUACE (e.g. PUBLIC HEALTH AGERTCT) H. i%gg?mg%g&g:%;o HOSPITALIZ ATION GIVE -
. ] . ADWITTED 1 DISCHARGED
e AHC ADDRERS OF FACILITY WHERE SEAVIGES RENDERED {fF OTHER THAN HOME OB OFFICE! W WAS LABURATORY WORK PERFORMED OUTSIDE YOUR OF FIGE?
. ¥£S NG GHARGES:
T DIASOSE GF RATUAT OF FLUNESE OF INJURY. RELATE DNAGRGSIS 10 PROCERURE IN CO\UMN D BY REFERENCE NUMBERS 1.2 3 B
ETC. OR DX COUE
* EPsaT ES E:] [:] NO
2
FAMILY PLANNING YES Ej D NO
3
. ’ e TTTToooTETmTmT T
AUTHORIZATION NO
Iy o T FULLY DESCHIBE PROCEDURES, MEDICAL SEBVIGES OR SUPPLIES ¥ A LEAVE GLANK
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01/11/88 3 80050 466.0 3790 J BODWIN,MD
01/11./88 3 BOQIR : 4700 1 I BODWIN, MD
01/11/88 3 84478 ElpOV J BODWIN,MD
01/1:1/88 3 84479 2100k I BODWIN, MD
01/11/88 3 844386 2800 J BODWIN,MD
01/11/88 3 544473 : 4500 b J BODWIN,MD
01/11/88 3 [ 83036 22001 J BODWIN,MD
01/11/88 3 | 85022 . 2400 J BODWIN, MD
01/11/88 3 [ 85631 1300brs2d2pe |J BODWIN,MD
01/11/88 3 81000 1200 J BODWIN,MD
=
CL/11/88 3 171020 5600} J BODWIN,MD
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HEALTH INSURANCE CLAIM FORM FORM ABPROVED
(CHECK APPLICABLE PROGHAM BLOCK BELGW]  OME NO. 02360008

MEDICARE MEDICAID CHAMPUS THAMPYA, | FECA BLACK LUNG OTHER
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E E
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ADMITTED I DISCHAAGED
ME AND ADDRESS OF FACILITY WHERE SEAVICES AENDERED (IF OTHER THAN HOME OR QFFICE) . 22, WAS LASORATORY WORK PERFUAMED GUTSIDE YOUR OFFICE?

YES ! ]E HO CHARGES:
8
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FULLERTON INTRN MEDICINE

P.O.

BOX 55390

FULLERTOH, CALIF. 92635
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(7143871-3280 Fo-14643325
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s R4MOS:ELEUTERIO ¥ FATHESM | D1 DINCESE OREG FG545
-3
<
TEDIIESC | 73 EMPLOYER NAME 74 EMPLOYEE ID. 75 EMPLOYER LOCATION
A 5 | PIOCESE OF ORANGE 10 CALLE Y DCANPO TIJUANASMY .
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76 _PHINCIP AL AND UTHER DIAGNOSES DESCRIPTIONS 77 PRIN. CODE - | CTHEA DIAGNCSES CODES — 7 °
i 81
B2 E 83 PRINCIPAL AND DTHES PROCEDURES DESCRIFTIONS B4 PRINCIPAL PROCEDURE DFHERPAGCED 86 OTHER PROCEDURE
8L =) DATE on DLTE [=5] L DATE
K4
PERO UR DATA 47 TREATMENT AUTH, 52 ATTENDING PHYSICIANID. A {5 D441 & 45 93 OTHER PHYSICIAN 1D
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TREELL

CHARGES

s1. jude hospital and rehabilitation cenrer

A Seters of B Joseph ot Orange Soponton

PRINT DATE | INCLUDED 107 East Valencia Mesa Drive, PO Bax 4138 "
FROM TO Fullerion, California 92634 (714) 871-3260 - P@&GE 2
INF GOR/ 29 /8B GOaAs14 G717 C BUSINESS OFFICE HOURS: B:00 AM. — 4:30 P M,
FINAL
ADMISSICN DISCHARGE 95-1843325,
PATIENT'S NAME PA_T!ENT NUMBER DATE DATE
NS, FLEUTERID v FATHER —03:’ 14788 ©3/17/88
RESPONSIBLE PARTY i . 7o ' si
U ELEUTERIO V. FATHER INS TO
Cad4e6T TAMINDG DE LA =
CgAM YSIDRO.. CA
DATE DESCRIFTION RVS# OTY. DEFT CHG# AMDUNT
O3/14/88 | ROOM T77 o - .00 1 20 N57701 350.00
TOTAL 110 ROOM-BOARD/PVT 350.00
03/15/88 . ROOM 471 .00 1 90 047101 335.00
03/16/88 : ROOM 471 .00 1 ) 047101 335,00
TOTAL 120 ROOM BOARD/SEMI 470,00
03/14/88 15669. 00 1 30 1566%0C 56,50
03/15/88 13669, 00 1 30 1564693 556,50
03/15/88 2476.,00 1 30 24760 15,50
07 /15/88 2476.00 1 30 24743 500
L 14788 2476.00 1 30 24743 . g.00
03/14/88 214600.00 1 30 2160035 21.00
N3/156/88 21600.00° 1 30 216000 21.00
03/16/88 2476.00 1 30 24760 1550,
03/14/88 | 2476.00 1 30 24761 . 50000
0316788 50.00 1 3c 503 159,00
413,00
01/14/88 88024, 00 1 31 390 48.50
03/14/B8 82947.00 1 31 8030 26,08
03/14/88 BO112.00 1 31 10340 40.00
Ul/14/88 87947 .00 H 31 8030 25.00
03/14/88 82947, 00 1 31 8O30 26,00
03/14/88 6000, 0G 1 31 42011 7. 80
03/14/88 BI547.00 1 a1 80390 -2&.00
03714788 0G0, OO ! 31 42011 9,80
01714788 FE00O0, 0O 1 31 42011 9.80
03/15/88 82747, 00 1 31 8030 26.00
QZ/15/88 B2947.00 1 21 8030 26.00
G2/15/88 B2747.00 1 31 8030 26,00
03/1%/88 82947.00 1 31 8030 25,00
G3/15/88 2&000, 0C 1 It 42011 §.80
03/15/88 FHEGO0. 0T 1 31 47011 9. 80
G3/15/88 REGG0. G0 1 34 42011 7. B4
03/15/88 P&000, 00 1 31 42011 9. 80

NCGTICETO
THE PATIENT

HOWEVER, THE HOSPITAL CAN ASSUME NO RESPONSIBILITY FOR GUARANTEEING PAYMENT OF COVERED CHA

ON THE FACE OF THE 31LL.

50600155

THE HOSPITAL IS ACTING SOLELY A5 AN AGENT FOR THE PATIENT InN FiLING FOR INSURANCE BENEFITS ASSIGNED TO T

FGES A% ShkOwWnN
CRED!T 15 SHOWN ONLY WHEN THE HMOSPITAL MAS ACTUALLY RECEIVED PAVMENT. GHOULD
OVERPAYMENT BE MADE, A REFUND CHECK WILL BE SENT TO THE AUTHORIZED PARTY THAT IS DIUE TRE OVEHRPA

UL D s
VIENT



st jude Hospital and rehabilitarion center

A Swiers of S Joseah of (range Comporaton

) Q‘r‘ - ° : .
TYPEBILL  PRINT DATE . CHARGES iINCLUDED 101 East Valencia Mesa Drive, PO, Box 4138 g
- FROM To Fullerion, Calilornia 39834 {714} 871-3280 FAGE 3
INF QI /E9/88  03A14 03/17 © . BUSINESS OFFICE HOURS: 8:00 AM. — 4:30 P.M.
FINAL FED1D.F
: : ADMISSION DISCHARGE 95-1643325
PATIENT'S NAME PATIENT NUMBER DATE DATE :

F o 0%,ELEUTERIC V FATHER U 0C/14/88  03/17/88

"RESPONSIBLE PARTY . SURANCE .COVERAGE "7 -

CELEUTERIO ¥ FATHER RAM
SA46T CAMIND THE LA F

SR ENTIQL,
| SAN YSIDRO. LA . 92¢

CDATE TESCRIFTION RVS#  GTY DEPT CHE# AMOUNT
03/16/88 §2947.00 1 a1 BOJO 26,00
03/14/88 §2747.00 1 21 BOZ0 26,00
3/16/88 82947.00 i 31 8030 : 6. 00
G3/146/88 BI947.00 1 31 8030 26.00
03/16/88 82947, 00 i a1 8030 . . ~2E 00
03/14/88 B2947.00 1 31 . 8030  ~26.,00
03/16/88 B2947.00 1 31 8030 ~26..00
03/16/88 B2947.00 1 31 8030 25,06
03/17/88 B2947.00 1 21 8030 T 26,00
03/17/88 BZF47.00 1 31 8030 .00
G /17/88 B2947.00 1 31 BO30 26.00
¢ 7/88 B82947.00 1 31 8030 26,00
03717786 | B2947.00 1 31 BO3O —Zb, 00
03/17/88 B2947.00 1 31 BO30 =E6.00
03/17/88 B2947.G0 1 31 8030 ~26.00
03/17/88 BZF47. G0 1 31 an3a S m2a.00

TOTAL 300 LABORATORY 313,10
03/1%/88 70470.00 1 a7 740 154, 00
454,00
3/14/88 29032, 00 1 49 104 . EE.00
CG3/14/88 FPOI2. 00 1 49 102 S 55,00
03/14/68 99032, GO 1 49 103 © 55060
GI/1E/BE FFOIZO00 2 a9 111 : £0, 00
UE/16/88 Y9032, 00 2 49 112 40, 00
01/17/88 | 99032, G0 1 49 111 20.G0
GE/17/88 > 29032, 00 1 49 1iz 0, Q0
4T EOUC/TRAINING 5. 00

EALANCE RABS. 10

K 20600156
NOTICETO THE HOSPITAL 15 ACTING SOLELY AS AN AGENT FOR THE PATIENT N FILING FOR INSURANCE BENEFITS ASSIGNED TO T
THE PATIENT HOWEVER, THE HOSPITAL CAN ASSUME NO RESPONSIBILITY FOR GUARANTEEING PRAYMENT OF COVERED CHARGESIP\S s:%a\mvE

ON ThE FPACE OF THE BILL, CREDIT IS SHOWN ONLY WHEN THE HOSPITAL HMAS ACTUALLY RECEIVED BAVMENT. SHOULD AN
CVERFAYMENT 3E MADE, A REFUND CHECK WIiLL BE-SENT TQO THE AUTHORIZED PARTY THAT IS DUE THE DVERPAYMENT



FORM APPHOVED
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MOSPITALIZATION DATES
oS BODWIN, M.D. 00G44614646 P i ASCrARGED
“ME AND ADDRESS uF FACILITY WHERE SERVICES RENDEAED (IF OTHER THAN HOME OF OFFICE] 22 WAS LABOEATORY WORK PERFORMED OUTSIDE YOUR OFFICE”
Z;T - ',H_.”}E Hi :::]:" I T{'éi.. 101 E * VQLENL. I Q ME'-::Q YES { { l MO CHARGES
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